Background
Pain is under-recognised and under-treated in older people. National UK statistics have indicated that pain or discomfort was reported by about half of over 65 year olds, and 56% of men and 65% of women aged 75 years and over.1 Higher prevalence estimates are obtained from samples of institutionalised older people, where 45-83% of patients report at least one current pain problem. 2, 3 Pain is a subjective, personal experience, only known to the person who suffers. The experience of pain is multidimensional and may be described at several levels:
• Sensory dimension: the intensity, location and character of the pain sensation • Affective dimension: the emotional component of pain and how pain is perceived *The Guideline Development Group (GDG) was convened by the British Geriatrics Society and the British Pain Society in conjunction with the Clinical Standards Department of the Royal College of Physicians. For membership of the GDG, please see the end of the paper.
• Impact: the disabling effects of pain on the person's ability to function and participate in society. The purpose of this guideline is to provide professionals with a set of practical skills to assess pain as the first step towards its effective management. The guidance does not seek to differentiate between acute and persistent pain as the literature relating to pain in older people shows that such a distinction is impractical.
For more detailed guidance and evaluation of the supporting literature, please see the full guideline.4,5
The challenge of impaired cognition and communication Assessing pain becomes even more challenging in the presence of severe cognitive impairment, communication difficulties or language and cultural barriers. However, even in the presence of severe cognitive and communication impairment, many individuals may have their pain assessed using appropriate observational scales.
Verbal and numerical rating scales best quantify the intensity of pain in older people with no cognitive/communication impairment and can also be used with appropriate assistance in many patients with mild to moderate impairments.
Rating scales should be presented in a format that is accessible for the individual. People who lack verbal and numeracy skills, eg those with cognitive impairment or communication impairment following stroke, may be able to respond to a suitably adapted pictorial rating scale.6.7,8 Assistance from a speech and language therapist or psychologist may help to facilitate self-report in the presence of more severe impairment.
Scales should use large clear letters/numbers and be presented under good lighting. Once the most appropriate scale has been chosen to suit the individual person's strengths, staff should continue to use this for sequential assessment in order to observe the response to treatment.
People with very severe cognitive/communication impairment may not be able to self-report pain even with full assistance. Clinicians may need to rely on behavioural responses, but these can be hard to interpret. The assessment of pain in older people Box 1. Key components of an assessment of pain.
• Direct enquiry about the presence of pain -including the use of alternative words to describe pain • Observation for signs of pain -especially in older people with cognitive/communication impairment • Description of pain to include: -sensory dimension • the nature of the pain (eg sharp, dull, burning etc) • pain location and radiation (by patients pointing to the pain on themselves or by using a pain map) • intensity, using a standardised pain assessment scale -affective dimension • emotional response to pain (eg fear, anxiety, depression) -impact: disabling effects of pain at the levels of • functional activities (eg activities of daily living) • participation (eg work, social activities, relationships) • Measurement of pain -using standardised scales in a format that is accessible to the individual • Cause of pain -examination and investigation to establish the cause of pain Table 1 . Observational changes associated with pain.
Type Description Autonomic changes Pallor, sweating, tachypnoea, altered breathing patterns, tachycardia, hypertension Facial expressions Grimacing, wincing, frowning, rapid blinking, brow raising, brow lowering, cheek raising, eyelid tightening, nose wrinkling, lip corner pulling, chin raising, lip puckering Body movements Altered gait, pacing, rocking, hand wringing, repetitive movements, increased tone, guarding,* bracing** Verbalisations/vocalisations Sighing, grunting, groaning, moaning, screaming, calling out, aggressive/offensive speech Interpersonal interactions Aggression, withdrawal, resisting Changes in activity patterns Wandering, altered sleep, altered rest patterns Mental status changes Confusion, crying, distress, irritability *Guarding = 'abnormal stiff, rigid, or interrupted movement while changing position'. **Bracing = a stationary position in which a fully extended limb maintains and supports an abnormal weight distribution for at least three seconds.
Assessment
The key components of an assessment for anyone suffering from pain are shown in Box 1. It is particularly important to use observations for signs of pain in older people with cognitive or communication impairment (Table 1) .
Types of scale used to assess pain A list of existing scales and the evidence for their use is available in the full guideline.4,5 Table 2 
Implications and implementation
The guidance has implications for all healthcare and social care staff and can be applied in all settings, including the older person's own home, in care homes, and in hospital.
There is no significant funding implication for implementation, but rather a requirement that all healthcare professionals think about the possibility of pain in all contacts with older people, enquire about it routinely, be aware of behaviours that indicate underlying pain and have pathways for management.
The proper evaluation of pain in older people does require staff training and the additional time required to undertake a proper evaluation will inevitably impact on staff time in already over-pressed services. However, if pain is sought out, addressed and relieved, the lot of older people would be greatly enhanced. Moreover, relief from the disabling effects of pain may potentially save staff time in other areas such as the provision of B Collett, S O'Mahoney, P Schofield, SJ Closs and J Potter impairment support for basic self-care activities etc. These basic guidelines should be a routine part of the training and care provision of all healthcare professionals.
Methodology
The guidance has been developed in accordance with the requirements for concise guidelines as detailed at www.rcplondon. ac.uk/college/ceeu/conciseGuidelineDevelopmentNotes.pdf A fuller version of this guidance is published in booklet form.17 In people with very severe impairment, and in situations where procedures might cause pain, an observational assessment of pain behaviour is additionally required (see Table 1 ).
Pain behaviours differ between individuals, so assessment should include insights from familiar carers and family members to interpret the meaning of their behaviours.
Cause of pain
Careful physical examination should be undertaken to identify any treatable causes. However, staff should be aware that pain can exist even if physical examination is normal. C 
